BCGuidelines.ca

Appendix B: Recommended Drug Modifications

in Presence of CKD and in Acute Kidney Injury (AKI)*

This list is not inclusive and only provides some examples of drugs that require adjustment in CKD and AKI. Primary
care practitioners should consult a pharmacist or specialist for more information about specific medication questions.
Refer to Appendix C for specific information pertaining to drugs used in CKD.

Medication

Pathophysiology

Recommendation in CKD

NSAIDS (e.g., ibuprofen)

Decreases renal perfusion, interstitial nephritis,
analgesic nephropathy

Use with caution in CKD. Consider alternatives
(e.g., acetaminophen).

Hold temporarily during times of prolonged
fasting, critical illness, acute management of
adverse effects, or 48-72 hours prior to elective
surgery.

Yes

ACE-I (e.g., ramipril), ARB
(e.g., losartan)

Protective in proteinuric CKD, diabetes, and heart
failure but can cause decreased renal perfusion
and hyperkalemia

Hold temporarily during times of prolonged
fasting, critical illness, acute management of
adverse effects, or 48-72 hours prior to elective
surgery,

Hold temporarily 24-48 hrs before and 48 hours
after radiocontrast exposure in people with AKI or
eGFR < 30 ml/min.

A plan for recommencement is essential.

Yes

Potassium sparing diuretics
(e.g., spironolactone,
eplerenone)

Volume depletion and hyperkalemia

In CKD (other than in AKI), dose and frequent
monitoring is essential if eGFR < 50 mL/min.

Yes

Metformin

Increased risk of metformin associated lactic
acidosis

Avoid if eGFR < 30 mL/min.

Hold temporarily 48-72 hours prior to elective
surgery or during acute management of adverse
effects.

Hold temporarily 24-48 hours before and
48 hours after radiocontrast exposure in people
with AKI or eGFR < 30 ml/min.

Hold temporarily at the time of/before and
48 hours after iodinated contrast media injection
in people with AKL.

Yes

SGLT2i (e.q., dapagliflozin)

Protective in diabetic nephropathy and
cardiovascular disease but can cause decreased
renal perfusion in the setting of volume depletion

Hold temporarily during times of prolonged
fasting, critical illness, acute management of
adverse effects, or 48-72 hours prior to elective

surgery.

Yes

Diuretics (e.g., furosemide
and hydrochlorothiazide)

Volume depletion and electrolyte abnormalities

Hold temporarily during times of prolonged
fasting, critical iliness, acute management of
adverse effects, or 48-72 hours prior to surgery.

Yes, unless
volume
overloaded
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Medication Pathophysiology Recommendation in CKD Hold in
AKI?

Opioids (e.g., Metabolites can accumulate Reduce dose in CKD. Consider

hy(jt:]orgorphone, fentanyl, For opioids that are considered safer in CKD, dodse 5

i) and opioids to avoid in CKD, consult: BCRenal - reduction
Preferred Medications in Chronic Kidney Disease.

Pregabalin and gabapentin | Accumulation Reduce dose and monitor for adverse effects. Consider
Avoid extended-release formulations in severe dodse "
kidney dysfunction. reduction

Digoxin Hyperkalemia Reduce dose in CKD and monitor potassium and | Adjust dose

Accumulation with side effects (bradycardia, drug levels.
confusion) Consider alternative therapy in the setting of
kidney failure.

Acyclovir/ valacyclovir Risk of crystal nephropathy Reduce dose in CKD. Encourage hydration. No.

Drug accumulation and side effects (risk of Ensure
seizures/confusion) hydration

Statins (e.g., atorvastatin, Risk of rhabdomyolysis Consider dose reduction in CKD. No

rosuvastatin) . ) . .

Hold if rhabdomyolysis or unexplained/persistent
muscle pain.

Phenytoin Risk of accumulation and toxicity Monitor levels and adjust level for serum albumin. | No

Lithium Accumulation and increased risk of side effects Monitor lithium and electrolyte levels. No

Risk of nephrogenic diabetes insipidus Encourage hydration.
Risk of chronic interstitial nephritis Refer to a nephrologist if eGFR declines.
Hypoglycemics Accumulation can increase the risk of Avoid long-acting preparations in moderate- No
+ Sulfonylureas (e.g., hypoglycemia severe CKD. May require dose adjustments.
glyburide)
+ Meglitinides (e.g.,
Repaglinide)
+ Thiazolidinediones (e.g.,
pioglitazone)

Trimethoprim and co- Risk of hyperkalemia Reduce dose when eGFR < 30 mL/min, monitor No

fiflmesenele Reduces tubular secretion of creatinine so leads el Rt paaseium,

to a rise in serum creatinine without renal injury

Colchicine Risk of accumulation and serious toxicity (GI, CNS) | Use a lower dose and consider other agents (e.g., | No
corticosteroids).

Proton pump inhibitors Risk of interstitial nephritis and tubulointerstitial | Clarify indication and consider another agent No

nephritis (e.g., H2 blocker).

Warfarin Glomerular hemorrhage, kidney tubular damage, | Monitor INR and adjust dose as needed. No

direct effects on kidney vascular calcification

Consider alternative (e.g., non-vitamin K
antagonist oral anticoagulants).

For more information on dosing of DOACs in kidney disease please visit the 2018 European Heart Rhythm Association

Guidelines (Figure 4).

For more information on common prescribing questions for patients with CKD, consult: Common Prescribing Questions for
Patients with Chronic Kidney Disease not on Dialysis.

* Adapted from: Acute Kidney Injury - potentially problematic drugs and actions to take in primary care. “Think Kidneys” initiative by the UK Renal Registry
in partnership with NHS England.
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http://www.bcrenal.ca/resource-gallery/Documents/Preferred-Medications.pdf
http://www.bcrenal.ca/resource-gallery/Documents/Preferred-Medications.pdf
https://login.ezproxy.hlth.gov.bc.ca/login?qurl=https://academic.oup.com%2feurheartj%2farticle%2f39%2f16%2f1330%2f4942493
https://login.ezproxy.hlth.gov.bc.ca/login?qurl=https://academic.oup.com%2feurheartj%2farticle%2f39%2f16%2f1330%2f4942493
http://www.bcrenal.ca/resource-gallery/Documents/CKD-Common_Prescribing_Qs_CKD_Patients_not_on_Dialysis.pdf
http://www.bcrenal.ca/resource-gallery/Documents/CKD-Common_Prescribing_Qs_CKD_Patients_not_on_Dialysis.pdf
https://www.thinkkidneys.nhs.uk/aki/wp-content/uploads/sites/2/2016/07/Primary-Care-Advice-for-medication-review-in-AKI-.pdf

